A SCREENG PROGRAM ¢, Indiana State T
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! CONFIDENTIAL INFORMATION |

Date {month. day, yeal! Name of counfy:

Please advise the parent(s) of the infant named below that 2 repeat test or initial test for newbom screening is necessary, This can be done
ai the hospital or any other facility that has the heel-stick test kit and whole blood test. The hospital of birth is preferable as generally there is
no additional charge for a rescreen. |f the parents have any questions regarding this request, they may contact the Sickle Cell Newbom
Screening Program at the Indiana State Department of Health, {317) 233-7453.

INFANT NEEDS: (all boxes checked apply)

L] Initial Heel-Stick  Date complated: ! f L] 15t Repeat Whole Biood Date completed: f !
L1 Transfused [l 2nd Repeat Whola Blood Date completed: f !
[ Rescreen at 8 weeks of age [ initial Counseling Cate completed: ! /
O pPremature L] Abrormal Result — Date completed: / !
Weight al birth: s, 025 Race: Ll confirmed Result —_ Date compieted: ! /
Sex [l Male [] Female [l confirmed Couns eling Date complated: ! !
#Eldmnnal camments
Return fallow-up report by: / / Date of birth: ! !
NAME OF INFANT:
LAST (af birth) LAST (if naw name) FIRST MIDOLE HOSPITAL ID#
Mame of Requisition Physician Birthing centar:
Fhysican's addrass Physician's telephone | 1
Mame of mother Date of birth: ! !
LAST FIRST MIDDLE MAIDEN NAME
Mother's addrass Telephone 1
Name of father Telephane | )
Mame of other Telephane | }
Has patient already recaived medical follow-up and counseling? Cves [ Nao
If ¥Yes, whera: Mame of Physician Date
Mame of Counsalor Date
Prophylactic Penicilin: []ves [ No ISDH Penlcillin Program: [l ves [ No
Mame of Treatment Physician Telsphone | ) Initial date of treatmert /. /_
Treatment Physician's address:
Public Heaith Department / Sickle Cell Center Contacs:
Date contacted: Ramarks (persons contacted)
1, Date contacied: / /
2 Date contacted: / /
3. Date contacted: ! /
] Mosuch address [] Parants refuzed further testing [ Moved out of state ] Lostto fallow-up
Will obtain screan at;
Signature of Ph,D./Sickle Cell Staff Poziticn:
Telephone | 1 Date canter received: ! ! Date canter returned: ! !

Additicnal comments:

Return to: White - 13DH; Canary - Sickle Cell Project



